Background {#Sec1}
==========

Minorities with breast cancer have an increased risk of breast cancer death than non-Hispanic whites \[[@CR1]--[@CR4]\]. These racial/ethnic mortality disparities have been attributed to differences in factors such as tumor characteristics \[[@CR2], [@CR3], [@CR5], [@CR6]\], socioeconomic factors \[[@CR4]\], and the initiation and timing of initial and adjuvant cancer treatment \[[@CR2], [@CR4]\]. Adherence to recommended treatment, such as adjuvant endocrine therapy (AET), is one way to significantly reduce breast cancer mortality \[[@CR7]\] since adherence to AET is associated with improved disease-free survival for women with early-stage breast cancer \[[@CR8]--[@CR12]\].Thus, racial/ethnic differences in adherence to AET may be a determinant that contributes to disparities in breast cancer outcomes \[[@CR13]\].

The National Comprehensive Cancer Network (NCCN) recommends women with hormone receptor-positive breast cancer receive five-years of treatment with either tamoxifen if women are premenopausal or an aromatase inhibitor (exemestane, anastrozole, and letrozole) or tamoxifen if they are postmenopausal \[[@CR14], [@CR15]\]. While the benefits of AET are evident, the one-year adherence to recommended treatment (55-75%) is suboptimal \[[@CR13], [@CR16], [@CR17]\] and adherence is even lower for racial/ethnic minorities compared white women \[[@CR18], [@CR19]\].

Other factors associated with poor adherence include the presence of chronic conditions \[[@CR20]\], age at initiation \[[@CR19], [@CR21]\], and adverse toxicities of the medication \[[@CR16], [@CR22]--[@CR26]\]. However, despite these associations, medication adherence is often studied within the first year following initiation of therapy. Few studies have examined long-term adherence over the 5-year recommended period, which is important to receive the maximal disease-free survival benefit. Therefore, studying these factors among across the entire 5-year duration of recommended treatment is critical for our understanding of AET adherence.

Moreover, poor adherence to AET is associated low socioeconomic status \[[@CR18], [@CR27]\]. In the Texas Medicaid program about one-tenth of low-income adults in the state are covered by the plan and receive comprehensive medical care including prescription drug coverage \[[@CR29]\] and enrollment in the program may influence racial/ethnic disparities in cancer mortality in some areas of the state \[[@CR30]--[@CR32]\]. Therefore, we aimed to determine whether racial/ethnic differences in long-term adherence to AET among a low-income and racially diverse Medicaid population explains disparities in all-cause mortality. We hypothesized that AET adherence would be associated with a lower risk of death and, more importantly, there will be no significant disparities in the risk of mortality among Hispanics, Blacks and non-Hispanic whites after controlling for long-term adherence.

Methods {#Sec2}
=======

Data source and sample population {#Sec3}
---------------------------------

Women with breast cancer aged 20-64 who initiated AET within 1.5 years after the date of cancer diagnosis were identified from Texas Cancer Registry-Medicaid linked database (TCR-Medicaid database) from 2000-2007. Medicaid claims data were available through December 31, 2008 (Fig. [1](#Fig1){ref-type="fig"}). The TCR database is a state-based dataset that contains information on initial cancer treatment and clinical and cancer diagnostic characteristics. Data were available for patients enrolled in Medicaid from medical claims for outpatient, inpatient, and pharmacy records.Fig. 1Study diagram

To calculate long-term adherence, we analyzed three cohorts that had at least one, three, and five years of eligible continuous enrollment in Medicaid after the date of AET initiation. Patients were considered to have eligible continuous enrollment in Medicaid if they did not have two or more consecutive months of unknown or non-enrollment status for each of the adherence time points. Doing this allowed us to accurately assess AET medication prescription refills over each time-period since complete pharmacy claims were available for patients who were continuously enrolled in Medicaid for each time period. Patients may be non-enrolled due to ineligibility in Texas Medicaid, enrolled in another insurance program, or because they moved out of Texas or died. Therefore, these people were excluded from each of the 3 adherence cohorts. However, patients may have been non-enrolled after the 3 time periods or died.

Outcome Measures {#Sec4}
----------------

Similar to previous studies, adherence was defined by calculating each patients' medication possession ratio (MPR) over each of the three time periods (1 year, 3 years, and 5 years) \[[@CR33]--[@CR35]\]. Patients that filled prescriptions for AET to cover more than 80% of the days in one, three, and five years, (MPR≥80%) were defined as adherent. Pharmacy claims from Medicaid include information for the prescription date, days of dugs supplied, and the National Drug Code (NDC). A patient was considered to have initiated AET if they had a pharmacy drug claim identified by the NDC code for either tamoxifen or any of the aromatase inhibitors within 18 months after their diagnosis date. If a patient started taking another AET medication we assumed that they stopped taking any excess prescribed medication for the discontinued AET medication and initiated the new AET drug on the date the new drug was prescribed. We did not count any access AET drug in the medication possession ratio.

All-cause mortality was defined as dead (of any causes). Patients who were alive at the last follow-up of vital statistics (December 31, 2010) were censored. The mean and median follow-up time from breast cancer diagnosis until the end of the study period or death of the one-year adherence cohort in this study were 2,229 days and 580 days (range 438-4,008); of the three-year adherence cohort in this study were 2,678 days and 2,650 days (range 1,114-4,008); of the five-year adherence cohort in this study were 3,188 days and 3,167 days (range 1,918-4,008).

Race and geographical region variables {#Sec5}
--------------------------------------

We created a single measure for race/ethnicity as identified in Texas Medicaid enrollment file as Non-Hispanic White, Non-Hispanic Black, Hispanic, and other (including Asian or missing race/ethnicity). We included categorical county-level variables for the proportion of the population living below the federal poverty level, median income, and the number of direct primary care (DPC) physicians per 100K population. These variables were categorized into tertiles and based on the 2000 US Census linked to the dataset. Geographic region variables were included and based on the location where patient lived at the time of diagnosis along the Texas-Mexico Border (Yes/No) based on 3-digit county Federal Information Processing Standard (FIPS) codes. These codes were also used to determine whether patients resided in counties that were metropolitan regions or non-metropolitan regions including urban and rural areas based on the US Census Rural-Urban Continuum Codes.

Demographic and clinical Covariates {#Sec6}
-----------------------------------

Categorical tertiles for age groups and the number of chronic conditions were included as patient characteristics. We measured the number of comorbid conditions between 6 months before and 3 months after breast cancer diagnosis with a modified version of the Charlson comorbidity index (CCI) based on diagnostic and procedures codes described elsewhere \[[@CR36]--[@CR38]\]. Clinical characteristics included tumor stage, receipt of chemotherapy (ICD-9-CM diagnosed code 99.25, V58.1, V66.2, or V67.2, the Common Procedure Terminology codes of 96400-96549, J9000-J9999, or Q0083-Q0085, and NDC drug code 33) \[[@CR39], [@CR40]\], radiation therapy (9921-9929, or the CPT codes 77401-77499 or 77750-77799, or revenue center codes 330 or 333) \[[@CR41]\], and surgery (ICD-9-CM procedure code 8521-8523, 8541-8548, 19120, 19180, 19222, 19240, 19162) \[[@CR42]\]. Our study was limited to patients with localized or regional disease. Year of diagnosis were grouped into three categories: 2000-2001, 2002-2004, 2005-2007.

Statistical Analysis {#Sec7}
--------------------

Descriptive statistics were used to illustrate patient sociodemographic and clinical treatment and prognostic factors across the racial/ethnic groups. We examined the proportion of adherent patients (MPR≥80%) in the three adherence periods (1, 3 and 5 year) across all variables. We ran three separate multiple logistic regression models to assess the association between race/ethnicity, geographic region, and AET adherence \[[@CR33]--[@CR35]\]. Cox proportional hazard regression was used to analyze the association between adherence to AET at three different time periods and mortality. We conducted six step-wise Cox proportional hazard regression models on each of the three adherence levels (1-, 3-, and 5-year). In the first model, we only included the variable indicating whether a patient was adherent to AET to see the crude risk of mortality associated with adherence at each time period. Next, we added sequentially, 2. race, 3. age, 4. stage and CCI, 5. SES, and 6. initial breast cancer treatment information in order to examine how the association between adherence and risk of death changed with the addition of each variable. Likewise, six regression models were assessed to analyze the impact of race/ethnicity within the three adherence time points in a step wise manner by adding 1. race, 2. adherence, 3. age, 4. stage and CCI, 5. SES, and 6. initial breast cancer treatment information. We checked for multiple collinearity between all variables and used a Pearson's correlation coefficient r\>0.7 or a variance inflation factor (VIF)\>7 as a rule of thumb to exclude variables. No variables met these criteria in our final analysis. We used 2-sided p-values and a significance level of p\<0.05. We performed all analysis using SAS (version 9.4; SAS Institute, Cary, NC).

Results {#Sec8}
=======

In the first cohort, there were 1,497 breast cancer patients with 1-year of continuous enrollment in the Texas Medicaid after the month of initiating AET. For patients with continuous enrollment for 3 and 5-years there were 718 and 300 patients, respectively. Table [1](#Tab1){ref-type="table"} lists the characteristics of patients by race. Among 1,497 patients, 566 (37.8%) were Non-Hispanic White, 278 (18.6%) were Non-Hispanic Black and 582 (38.9%) were Hispanic. Minority patients (Hispanic and Blacks) made up over half (57.5%) of our sample population. For patients aged 20-64, 60.3% of them were aged 50-64 years and only 4% of them were younger patients (aged 20 to 34). Approximately 20% of the patients diagnosed with breast cancer resided in a county along the Texas-Mexico border, 44% of all Hispanic breast cancer patients resided in the region compared to only 5.3% and 1.4% as Non-Hispanic White and Black, respectively.Table 1Characteristics of women with diagnosed with breast cancer who initiated AET within 12 months by race/ethnicity, 2000-2007TotalNon-Hispanic WhiteNon-Hispanic BlackHispanicOther*p*-valueN(%)N(%)N(%)N(%)N(%)Total1,497100.0566100.0278100.0582100.071100.0Age (years)\<0.001 20-34604.0132.3134.7335.711.4 35-4953535.718532.710838.922538.71723.9 50-6490260.336865.015756.532455.75374.7Tumor stage0.20 Local74449.729151.414050.427246.74157.8 Regional75350.327548.613849.631053.33042.3Poverty\<0.001 ≤ 1650333.627047.711441.09416.22535.2 16.1-18.348832.618232.212846.014925.62940.9 ≥ 18.450633.811420.13613.033958.31723.9Median Income\<0.001 ≤ 33,50247932.012221.63412.230953.11419.7 33,503-4194648232.220536.210838.915226.11723.9 ≥ 41,94753635.823942.213648.912120.84056.3DPC Physicians per 100K Population\<0.001 ≤103.941928.019434.36121.915126.01318.3 104-198.743729.214826.23211.523740.72028.2 ≥198.864142.822439.618566.619433.33853.5TX-Mexico Border\<0.001 No120180.253694.727498.632856.46388.7 Yes29619.8305.341.425443.6811.3Region\<0.001 Metro120880.741673.523684.949284.56490.1 Urban/Rural28919.315026.54215.19015.579.90.48Year of Diagnosis 2000-200127318.210117.85519.810618.21115.5 2002-200465944.025845.613046.824041.23143.7 2005-200756537.720736.69333.523640.62940.9Chemotherapy0.20 No75350.330553.913347.828148.33447.9 Yes74449.726146.114552.230151.73752.1Radiation Therapy\<0.001 No72548.429552.115555.823540.44056.3 Yes77251.627147.912344.234759.63143.7Surgery0.22 No865.7356.2207.2254.368.5 Yes141194.353193.825892.855795.76591.6Comorbidity score0.06 098665.936063.617763.739968.65070.4 1-233322.214425.45820.912120.81014.1 3 or more17811.96211.04315.56210.71115.5*DPC* direct primary care

One-, three-, and five-year adherence to AET (MPR≥80%) were calculated in this study (Table [2](#Tab2){ref-type="table"}). A greater proportion of patients were adherent to AET at one-year adherence (56.9%) compared to longer-term adherence (three- and five-year), where only 42.3% and 33.3% of patients were adherent to AET. There were certain differences of adherence across the ethnic groups where non-Hispanic Black patients represented the lowest adherence compared to other non-Hispanic whites and Hispanics. For the one-year follow-up cohort, 58.1% and 60.5% of non-Hispanic white and Hispanic patients were adherent to AET. However, only 44.6% of Black patients were adherent. A similar pattern was observed for long-term adherence for the three and five-year cohorts. In the five-year long-term follow-up cohort, only 35.3%, 36.8%, 19.2% were adherent for Non-Hispanic White, Hispanic and Black patients, respectively. A greater proportion of older patients were adherent at three- and five- years compared younger patients.Table 2Percentage of patient's adherent to long-term adjuvant endocrine therapy, 2000-2007Percent Adherent (MPR≥80%)1-year3-year5-yearn%*p*-valuen%*p*-valuen%*p*-valueTotal Cohort85256.930442.310033.3Age (years)\<0.01\<0.010.18 20-342338.315.900.0 35-4929154.49139.62731.4 50-6453859.721245.07335.1Race/Ethnicity\<0.001\<0.0010.12 Non-Hispanic White32958.112745.04335.3 Non-Hispanic Black12444.63325.21019.2 Hispanic35260.512346.83936.8 Other4766.22150.0840.0Tumor stage0.100.300.18 Local43959.015844.36337.5 Regional41354.914640.43728.0Poverty\<0.01\<0.010.15 ≤1626953.511843.94833.3 16.1-18.326253.77734.21624.6 ≥18.432163.410948.73639.6Median Income\<0.001\<0.050.16 ≤33,50230964.512149.44240.0 33,503-4194627957.910540.43631.6 ≥41,94726449.37836.62227.2DPC Physicians per 100K Population\<0.05\<0.05\<0.01 ≤103.925260.18447.53140.8 104-198.726260.09945.63840.4 ≥198.833852.712137.43123.9TX-Mexico Border\<0.001\<0.050.14 No65054.123240.17731.4 Yes20268.27251.82341.8Region\<0.050.460.07 Metro67055.524341.77731.1 Urban/Rural18263.06145.22344.2Year of Diagnosis\<0.050.740.51 2000-200113850.68244.15435.1 2002-200439960.619442.24631.5 2005-200731555.82838.900.0\<0.05Chemotherapy0.090.37 No44559.117143.96737.9 Yes40754.713340.63326.8Radiation Therapy\<0.050.260.8 No39254.114540.35234.0 Yes46059.615944.44832.7Surgery0.260.110.38 No4451.2726.9116.7 Yes80857.329742.99933.7Comorbidity score0.250.86\<0.05 056957.718643.04827.6 1-219257.77440.73237.2 3 or more9151.14442.72050.0*DPC* direct primary care

Table [3](#Tab3){ref-type="table"} shows the results of the three logistic regression models used to examine the relationship between race/ethnicity and adherence after adjusting for patient characteristics, cancer treatment and regional variables. We found that Black compared to white patients had lower odds of adherence to AET for both one-year adherence (OR: 0.63, 95% CI: 0.47-0.85) and three-year adherence (OR: 0.45, 95% CI: 0.28-0.73). We did not find a significant association between Hispanic and white patients and adherence. In addition, the youngest age group (20-34 years) have significantly lower odds of one-year adherence (OR: 0.46, 95% CI: 0.26-0.82) and three-year adherence (OR: 0.09, 95% CI: 0.01-0.68) compared to the oldest group (50-64 years). Because there were few younger patients in the sample population and younger patients tended not to be adherent, there was no patient in the youngest group which could be followed for the 5-year cohort and thus we did not put age group variable in the third (5-year adherence) model. We also found that breast cancer patients living on the border of Mexico had significantly higher odds of one-year adherence (OR: 2.19, 95% CI: 1.29-3.71) compared to patients not residing in the border counties. Interestingly, patients with three or more comorbid conditions had significantly higher odds of 5-year adherence (OR: 2.87, 95% CI 1.31-6.29), but we did not observe a significant association for one- or three-year adherence.Table 3Adjusted odds ratio of being adherent to adjuvant endocrine therapy in women with breast cancer, adherence periodOne-year adherence to AETThree-year adherence to AETFive-year adherence to AETOR (95% CI)*p*-valueOR (95% CI)*p*-valueOR (95% CI)*p*-value*N*=1,497*N*=718*N*=300Age (years) 20-340.46 (0.26-0.82)\<0.010.09 (0.01-0.68)\<0.05\-- 35-490.82 (0.65-1.03)0.080.85 (0.61-1.20)0.36\-- 50-6411\--Race/Ethnicity Non-Hispanic White111 Non-Hispanic Black0.63 (0.47-0.85)\<0.010.45 (0.28-0.73)\<0.010.51 (0.22-1.17)0.11 Hispanic0.94 (0.72-1.24)0.680.99 (0.66-1.50)0.971.13 (0.57-2.24)0.74 Other1.52 (0.89-2.58)0.131.39 (0.71-2.74)0.341.48 (0.51-4.27)0.47Tumor stage Local111 Regional0.86 (0.69-1.08)0.200.93 (0.67-1.30)0.680.56 (0.32-1.00)0.05Poverty ≤16111 16.1-18.30.81 (0.59-1.12)0.200.56 (0.35-0.89)\<0.050.64 (0.28-1.46)0.29 ≥18.40.73 (0.47-1.13)0.160.58 (0.30-1.11)0.100.59 (0.20-1.73)0.34Median Income ≤33,502111 33,503-419461.00 (0.65-1.53)0.990.60 (0.32-1.12)0.110.93 (0.35-2.44)0.88 ≥41,9470.74 (0.44-1.25)0.260.47 (0.22-0.98)\<0.050.66 (0.21-2.10)0.48DPC^a^ Physicians per 100K Population ≤103.9111 104-198.70.85 (0.62-1.18)0.340.75 (0.46-1.21)0.241.12 (0.51-2.48)0.78 ≥198.81.13 (0.80-1.59)0.500.92 (0.55-1.52)0.740.58 (0.25-1.36)0.21TX-Mexico Border No111 Yes2.19 (1.29-3.71)\<0.011.25 (0.60-2.63)0.551.24 (0.41-3.71)0.71Region Metro111 Urban/Rural1.40 (0.95-2.08)0.090.88 (0.50-1.54)0.661.58 (0.62-4.03)0.34Year of Diagnosis 2000-2001111 2002-20041.56 (1.15-2.12)\<0.011.01 (0.69-1.47)0.980.86 (0.50-1.46)0.57 2005-20071.32 (0.95-1.83)0.100.83 (0.45-1.52)0.54\--Chemotherapy No111 Yes0.87 (0.69-1.10)0.240.85 (0.61-1.20)0.360.68 (0.39-1.19)0.18Radiation Therapy No111 Yes1.27 (1.02-1.58)\<0.051.15 (0.83-1.59)0.410.99 (0.58-1.69)0.98Surgery No111 Yes1.12 (0.71-1.78)0.622.07 (0.82-5.21)0.121.90 (0.20-18.2)0.58Comorbidity score 0111 1-20.98 (0.75-1.28)0.900.83 (0.57-1.20)0.321.51 (0.83-2.76)0.18 3 or more0.74 (0.53-1.03)0.080.95 (0.60-1.51)0.822.87 (1.31-6.29)\<0.01^a^*DPC* direct primary care

We found a significant impact of both short- and long-term adherence on survival (Table [4](#Tab4){ref-type="table"}). In the three study cohorts, approximately 24% of patient died during the follow-up period. Before adjusting for other variables, patients who were adherent to AET had 25-41% lower risk of death compared with non-adherent patients (one-year adherence: 0.75, 0.61-0.92; there-year adherence: 0.60, 0.44-0.83; five-year adherence: 0.59, 0.34-1.01). In the final model, after controlling for patient demographic, treatment and regional variables, the impact of AET adherence on survival became slightly larger for long-term adherence (Five-year adherence: 0.54, 0.30-0.99).Table 4Cox regression result of the effect of adherence on survivalOne-year adherence to AETThree-year adherence to AETFive-year adherence to AETModelHR (95% CI)*p*-valueHR (95% CI)*p*-valueHR (95% CI)*p*-valueAdherence0.75 (0.61-0.92)\<0.010.60 (0.44-0.83)\<0.010.59 (0.34-1.01)0.05Adherence + Race0.79 (0.64-0.97)\<0.050.64 (0.46-0.89)\<0.010.63 (0.36-1.07)0.09Adherence + Race+ Age0.80 (0.65-0.98)\<0.050.65 (0.47-0.90)\<0.010.64 (0.37-1.10)0.10Adherence + Race+ Age+ Stage+ Comorbidity0.84 (0.68-1.04)0.120.65 (0.46-0.90)\<0.010.58 (0.33-1.03)0.06Adherence + Race+ Age+ Stage+ Comorbidity+ SES^a^0.85 (0.68-1.05)0.130.62 (0.44-0.87)\<0.010.55 (0.31-0.99)\<0.05Full model^b^0.87 (0.70-1.07)0.190.66 (0.47-0.92)\<0.050.54 (0.30-0.99)\<0.05^a^SES variables include Poverty level, DPC physicians per 100 population, TX-Mexico border, Region^b^Full model includes model 5 plus chemotherapy, radiation therapy, surgery treatment or not and patient year of diagnosis

We also found racial/ethnic disparities in survival among breast cancer patients receiving AET (Table [5](#Tab5){ref-type="table"}). In the unadjusted analysis (model 1) black compared to non-Hispanic white patients had a significantly greater risk of death that ranged from a 36% increased risk of death (HR: 1.36, 95% CI 1.05-1.75) to a two-fold increased risk (HR: 2.02, 95% CI: 1.10-3.71) for those patients with one- and five-year adherence, respectively. However, once we controlled for whether a patient was adherent over the indicated duration, for example 5-years and age (model 3), the risk of death was now 12% lower for black patients compared to non-Hispanic white patients (HR: 1.90, 95% CI: 1.03-3.51). In the fully adjusted model (full model) the racial disparity in mortality was reduced (HR: 1.86, 95% CI: 0.94-3.66) for black compared to non-Hispanic white patients.Table 5Cox regression model of the effect of socio-demographic characteristics on racial/ethnic disparities in survivalModelOne-year adherence to AETThree-year adherence to AETFive-year adherence to AETHR (95% CI)*p*-valueHR (95% CI)*p*-valueHR (95% CI)*p*-valueModel 1: Race Black (vs. Non-Hispanic white)1.36 (1.05-1.75)\<0.051.50 (1.02-2.19)\<0.052.02 (1.10-3.71)\<0.05 Hispanic (vs. Non-Hispanic white)0.69 (0.54-0.88)\<0.010.81 (0.57-1.17)0.261.15 (0.66-2.02)0.61 Other (vs. Non-Hispanic white)0.72 (0.42-1.24)0.240.58 (0.25-1.34)0.200.75 (0.23-2.49)0.64Model 2: Race + Adherence Black (vs. Non-Hispanic white)1.30 (1.01-1.69)\<0.051.35 (0.92-1.99)0.131.90 (1.03-3.51)0.04 Hispanic (vs. Non-Hispanic white)0.69 (0.54-0.89)\<0.010.81 (0.56-1.16)0.251.16 (0.66-2.02)0.61 Other (vs. Non-Hispanic white)0.73 (0.42-1.26)0.260.59 (0.25-1.35)0.210.77 (0.23-2.55)0.67Model 3: Race + Adherence+ Age Black (vs. Non-Hispanic white)1.31 (1.01-1.70)\<0.051.34 (0.91-1.98)0.141.85 (0.99-3.46)0.05 Hispanic (vs. Non-Hispanic white)0.70 (0.55-0.90)\<0.010.80 (0.56-1.15)0.241.16 (0.66-2.04)0.60 Other (vs. Non-Hispanic white)0.70 (0.41-1.22)0.210.58 (0.25-1.33)0.200.77 (0.23-2.55)0.67Model 4: Race+ Adherence + Age+ Stage+ Comorbidity score Black (vs. Non-Hispanic white)1.20 (0.92-1.56)0.181.17 (0.79-1.74)0.441.61 (0.84-3.10)0.15 Hispanic (vs. Non-Hispanic white)0.64 (0.50-0.83)\<0.0010.69 (0.48-1.00)0.051.01 (0.57-1.79)0.97 Other (vs. Non-Hispanic white)0.66 (0.38-1.15)0.140.54 (0.23-1.24)0.140.67 (0.20-2.24)0.52Model 5: Race+ Adherence + Age+ Stage+ Comorbidity score +SES^a^ Black (vs. Non-Hispanic white)1.24 (0.94-1.62)0.121.27 (0.85-1.91)0.241.75 (0.90-3.40)0.10 Hispanic (vs. Non-Hispanic white)0.67 (0.50-0.88)\<0.010.70 (0.46-1.08)0.101.10 (0.57-2.11)0.78 Other (vs. Non-Hispanic white)0.68 (0.39-1.18)0.170.55 (0.24-1.29)0.170.72 (0.21-2.47)0.60Full model^b^ Black (vs. Non-Hispanic white)1.23 (0.94-1.62)0.131.29 (0.86-1.93)0.231.86 (0.94-3.66)0.07 Hispanic (vs. Non-Hispanic white)0.66 (0.49-0.87)\<0.010.72 (0.47-1.12)0.151.13 (0.58-2.21)0.73 Other (vs. Non-Hispanic white)0.65 (0.37-1.14)0.140.55 (0.24-1.30)0.170.81 (0.23-2.83)0.74^a^SES variables include Poverty level, DPC physicians per 100 population, TX-Mexico border, Region^b^Full model includes model 5 plus chemotherapy, radiation therapy, surgery treatment or not and patient year of diagnosis

In the unadjusted model (model 1), Hispanic patients had a lower risk of mortality, for the cohort with complete adherence data available for 1-year, compared with Non-Hispanic White patients (HR: 0.69, 0.54-0.88). However, Hispanics did not have significantly decreased risk of death compared to non-Hispanic white patients in the long-term cohorts (5-year cohort; HR: 1.13, 95% CI: 0.58-2.21).

Discussion {#Sec9}
==========

In this study of the Texas Cancer Registry and Medicaid-linked data set, we found that black patients compared to non-Hispanic white patients had significantly lower odds of 1- and 3-year adherence to AET. After adjusting for long-term adherence (5-years), the disparity in mortality between black and non-Hispanic white patients was 12% lower. This is an important finding since in this cohort of patients with comprehensive health coverage and no out-of-pocket costs for medication, adherence for the recommended 5-year period was suboptimal, where nearly two-third of patients did not complete recommended AET treatment.

Prior studies that examined racial/ethnic differences in AET adherence are mixed and vary by insurance status, household income, and out-of-pocket costs for the medication. Studies among privately insured populations did not find significant differences in adherence by race/ethnicity \[[@CR18], [@CR43], [@CR44]\], while others that did find a significant racial/ethnic difference in AET adherence are explained by household net worth \[[@CR18]\], or out-of-pocket costs for medications \[[@CR28]\]. Similar to others, we also found that younger patients had lower odds of adherence to AET treatment within the first year compared to older patients \[[@CR17], [@CR19]\].

In our study, merely 33.3% of women were adherent to AET for the five-year recommended duration. Further, we found that 42.3% of patients were adherent to AET for three years. This is lower than previously reported. Partridge and colleagues measured long-term adherence at three years using similar claims-based methodology among non-elderly patients and reported 62--79% were adherent at three years \[[@CR33]\]. However, unlike our study, they only had data available for commercially and privately insured patients and did not study adherence among a predominately minority or low-income population, which are associated with poor adherence \[[@CR33]\]. Our one-year adherence rate was 56.9% that is similar to other studies using equivalent datasets by population and demographics in North Carolina \[[@CR20]\] and New York \[[@CR45]\]. These studies found that only three-fifths of patients were adherent at 1-year. Whereas a study using data from the New Jersey Medicaid population included patients with higher incomes found that nearly three-fourths of patients were adherent to AET at one year \[[@CR19]\]. Similar to our study, these studies included a racial/ethnically diverse, low-income patient population \[[@CR20], [@CR45]\], however, they did not examine long-term adherence by race/ethnicity. Further, we have previously reported AET adherence for stage I-III breast cancer patients enrolled in Medicare Part D and adherence but did not find a significant difference among Hispanic and Black patients over non-Hispanic whites, after controlling for sociodemographic, prognostic and treatment factors \[[@CR28]\]. Previous studies have examined lower adherence rates for non-whites, which may explain the disparities in breast cancer mortality observed between minorities and white patients \[[@CR18], [@CR19], [@CR46]\]. However, after controlling for AET adherence, we did not observe racial/ethnic differences in the risk of all-cause mortality between black and non-Hispanic white patients. We found that adherence to AET was independently associated with a lower risk of all-cause mortality, which is corroborated by Hershman et al \[[@CR12]\]. Similar to our study, they found that Hispanics had a lower risk of death than non-Hispanic whites, \[[@CR12]\] but after controlling for long-term adherence we no longer observed this association between Hispanics and non-Hispanic white patients.

In this study, we found that black patients were not statistically more likely to die compared to non-Hispanic white patients after controlling for long-term adherence to AET and age. This is similar to our other finding using the SEER-Medicare dataset among an older publicly insured population \[[@CR13]\]. In this study, we found that discontinuing AET treatment was associated with a higher all-cause and cancer-specific mortality (HR: 1.75, 95% CI: 1.54-2.00) \[[@CR13]\]. This is important because it demonstrates that adherence to AET, particularly long-term adherence over the recommended 5 years, may reduce the racial/ethnic disparities that we see in cancer outcomes.

While previous studies of AET patterns and outcomes used only medical claims or pharmacy data without details on tumor characteristics \[[@CR17], [@CR47], [@CR48]\], we were able to examine long-term adherence and all-cause mortality by other prognostic factors because Medicaid claims data were linked to the TCR registry database. Because we had complete medical claims, pharmacy, and Texas Cancer Registry data, this is one of the most comprehensive studies examining racial/ethnic differences in long-term AET adherence and mortality. To the best of our knowledge, this is the first study to examine adherence to AET among the Texas Medicaid population. Our findings are highly valuable since patients diagnosed with cancer in Texas are not part of the SEER-Cancer Registry and are underrepresented in research studies, which represents a large proportion of minority and low-SES breast cancer patients in the US.

Our study has some limitation. First, our study included women \<64 years, continuously enrolled in Texas Medicaid that may have different enrollment eligibility criteria compared to other state-Medicaid programs, and with minority women who may have different life experiences than others throughout the United States. These factors may limit the generalizability of the study findings. Second, unmeasured confounding such as psychosocial factors or factors related to the quality of care women receive (e.g., trust in their physicians) could affect their use of AET but were not measured in this study \[[@CR49]\]. Third, our measure of adherence relies on counting the number of prescriptions a patient fills for AET and we assumed that patients were actually taking them. Data were not available in the TCR on estrogen receptor status so we also assumed that patients where eligible to receive AET if they filled a prescription for one of the medications. However, we were able to account for switching AET medication, which allowed us to have a more accurate measure of adherence. Further, using pharmacy claims data has been shown to correlate with medication use and has previously been validated as a method for medication adherence \[[@CR50], [@CR51]\]. Finally, we were only able to observe adherence for patients that had continuous follow-up information available for each of the three cohorts. Patients that have continuous enrollment in Medicaid may be different than patients that did not remain enrolled in Medicaid. Because patients that were continuously enrolled in Medicaid did not die during the follow-up time it may make the use of AET seem more effective in this study population. However, patients that were adherent to treatment over the 5-year study period were compared to patients who were alive but did not complete treatment.

Conclusions {#Sec10}
===========

About two-thirds of patients with who initiated AET were non-adherent to AET over the recommended five-year study period. AET adherence was independently associated with a significantly lower risk of all-cause mortality even after adjusting for all other treatment, clinical prognostic, and sociodemographic characteristics. After adjusting to 5-year adherence to AET, we did not observe racial/ethnic differences in all-cause mortality. The findings are novel because they emphasize the importance of improving the low rates of adherence among racial/ethnic minorities as a way to decrease racial/ethnic disparities in cancer mortality.

AET

:   Adjuvant endocrine therapy

CCI

:   Charlson comorbidity index

CPT

:   Common procedural terminology

DPC

:   Direct primary care

HR

:   Hazards Ratio

ICD-9-CM

:   International classification of disease, version 9, clinical management

MPR

:   Medication possession ratio

NDC

:   National drug code

OR

:   Odds ratio

SEER

:   Surveillance Epidemiology and End Results

SES

:   Socioeconomic status

TCR

:   Texas Cancer Registry
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